though the serum IgG concentration was persistently raised at 30 g/l.
A chest radiograph when she presented again showed a large calcified mediastinal mass, which was confirmed by computed tomography (figure). The serum calcium concentration was still normal. At bronchoscopy extrinsic compression and obstruction of the left upper lobe bronchus were seen. Endobronchial biopsy specimens and a subsequent wedge biopsy specimen (measuring 1-7 x 0-8 x 0-5 cm) showed only non-specific inflammatory changes with fibrosis. Two months after these investigations (still without a diagnosis for the mass) the patient developed acute major airways obstruction and died of respiratory failure.
At necropsy a large nodular mass measuring 8 cm in maximum dimension was found to encircle the aortic arch, lower trachea, and left main bronchus causing airways obstruction. It was extremely hard with extensive calcification. The cut surface was homogeneous and pale grey with small deposits of anthracite, consistent with an origin from mediastinal lymph nodes. Histological, histochemical, and electron microscopic examination showed that the mass consisted of AL amyloid. Amyloid was not present elsewhere in the body (brain, lung, heart, spleen, liver, thyroid gland, kidney, and adrenal gland were sampled). Neoplastic plasma cells were identified in paratracheal lymph nodes. 
